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Research has shown that individuals who have experienced trauma are more likely to abuse 
substances. Alcohol and other drugs can be used as a means to cope with distressing symptoms 
of Post-Traumatic Stress Disorder such as intrusive memories, anxiety, and feelings of self-
blame and low self-esteem. Complex trauma or early childhood trauma is defined by repeated 
exposures to traumatic experiences over a prolonged period of time. The perpetrator is often a 
caregiver or trusted individual and the trauma affects multiple areas of one’s life. The Seeking 
Safety treatment manual and Trauma-Focused Cognitive-Behavioral Therapy have both been 
used to treat individuals with trauma. The purpose of this capstone is to demonstrate how aspects 
of the current TF-CBT protocol and The Seeking Safety treatment manual can be utilized in an 
8-week group treatment with supplemental individual sessions to treat addiction and complex 
trauma at a residential addiction treatment facility with adult males.  
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Treatment for Complex Trauma and Substance Abuse for Adult Males in Residential Addiction 
Treatment  
Introduction 
Research has shown that individuals who have experienced trauma are more likely to abuse 
substances (Delker & Freyd, 2014; O’Hare & Sherrer, 2013; and Rosenberg, 2011). Alcohol and 
other drugs can help alleviate the Post-Traumatic Stress Disorder symptoms individuals may be 
experiencing. Using substances can also be used to numb or repress traumatic memories that the 
individuals want to avoid. There are a variety of treatment settings that are utilized when treating 
individuals who are substance dependent. Individuals seek and receive substance abuse treatment 
in outpatient settings, intensive-outpatient settings, short-term residential treatment, long-term 
residential treatment, jail/prison, and emergency rooms.  
 There are also a variety of interventions that are used to help individuals who have 
experienced complex trauma and may be experiencing post-traumatic stress symptoms. A few of 
these treatments are Seeking Safety, Eye Movement Desensitization and Reprocessing (EMDR), 
Trauma-Focused Cognitive Behavioral Therapy (TF-CBT), and Motivational Interviewing. With 
the growing number of individuals needing treatment for substance use, along with a history of 
trauma and abuse, it is important to create a therapy that addresses the complex trauma to aid in 
the treatment of addiction.  
According to Najavits (2002), most patients with PTSD and substance abuse do not receive 
PTSD-focused treatment. Rather, these individuals will primarily be getting treatment for 
substance use and get secondary treatment for their PTSD symptoms. The purpose of this paper 
is to demonstrate how the current TF-CBT protocol and The Seeking Safety Treatment Manual 
can be adapted and used to meet the needs of adult males who have a history of complex trauma 
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and substance abuse. The manual has been created to be implemented in a residential treatment 
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Review of Literature 
Complex Trauma  
Complex trauma affects multiple domains of an individual’s life, including affect, 
attachment, behavior, biology, cognition and perception, self-image, and academic functioning 
(Cohen, Mannarino, Kliethermes, & Murray, 2012). Unlike a single incident trauma, complex 
trauma involves “exposure to repeated traumatic experiences over a prolonged period of time” 
and the perpetrator is usually a caregiver or a trusted individual (Lawson & Quinn, 2013).  
Developing a healthy and trusting therapeutic relationship with a client who has experienced 
complex trauma may be more difficult than client’s who have not experienced complex trauma. 
These clients have a history of negative and detrimental experiences with individuals whom they 
have trusted and allowed themselves to be vulnerable with. It is important as a clinician to allow 
time for rapport building and not give up on the client. Alliance repair, reflective functioning, 
and motivational enhancement are characteristics that can be created in a healthy therapeutic 
relationship to aid in the treatment of trauma (Lawson, Davis, and Brandon, 2013). To repair the 
alliance, clinicians can provide a safe, consistent, and caring relationship, which gives the clients 
an opportunity to alter their ingrained patterns of mistrust and betrayal (Lawson, Davis, and 
Brandon, 2013). Empathy, warmth, and genuineness are typical characteristics of developing 
positive rapport; however, these qualities may create the opposite reaction in individuals with 
complex trauma and they may misinterpret the clinician’s motives. Also, client’s responses to the 
clinician may include withdrawal and confrontation due to negative transference. Other key parts 
in repairing the alliance are allowing and acknowledging the negative transference, the clinician 
accepting responsibility for his/her part in the event, empathizing with the client’s experiences, 
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clarifying any misunderstandings, and exploring themes that are associated with the experience 
(Lawson, Davis, and Brandon, 2013).  
Clients who have experienced complex trauma have lower reflective functioning—being able 
to form a functional internal representation of the mental state of another person, and 
understanding another person’s perspective (Lawson, Davis, and Brandon, 2013). They also 
struggle with distinguishing their subjective internal world from external realities (Lawson, 
Davis, and Brandon, 2013). These deficits make it difficult for these clients to predict behavior 
of others, adapt easily to new situations, and enhance resiliency when faced with trauma. The 
clinician can enhance a client’s reflective functioning by creating a healthy alliance.  
The third characteristic of a healthy therapeutic relationship is motivational enhancement. 
Individuals who have experience complex trauma tend to have difficulties in seeing hope and 
having motivation to change. They have convinced themselves that no matter what he/she does 
to try to help themselves, “the odds are against them” (Lawson, Davis, and Brandon, 2013). The 
clinician can adapt a motivational interviewing approach and meet the client where he/she is at to 
produce change and instill hope. 
Attachment  
According to John Bowlby, attachment patterns are formed during early experiences with 
caregivers. “Overtime, these beliefs become internalized and they shape mental representations 
of the self and others in close relationships, which in turn influence how individuals perceive and 
cope with objective and subjective threats throughout their lifecycle” (Ogle, Rubin, & Siegler, 
2015). These attachment patterns are also maintained by later interpersonal relationships in 
adulthood.  
TREATING COMPLEX TRAUMA AND SUBSTANCE ABUSE   
	
9	
Mary Ainsworth, a close colleague of John Bowlby, concluded that there were three 
types of attachment styles amongst children and mothers: secure, insecure-avoidant, and 
insecure-ambivalent (Wylie & Turner). When individuals experience insecure attachment there 
is an increased risk for depression, autoimmune disorders, and compromised physical and mental 
health (Brown, et al. 2009). Experiencing complex trauma negatively impacts a secure 
attachment between the child and caregiver, as well as the child’s sense of self (Lawson, Davis, 
and Brandon, 2013). These children may feel bad, deserving of mistreatment, and undeserving of 
acceptance and love.  
Studies have shown that there is a positive correlation between insecure attachment and 
PTSD symptoms (Twaite & Rodriguez-Srednicki, 2004; O’Connor & Elklit, 2008; and Ogle, 
Rubin & Siegler, 2015). The study conducted by Ogle, Rubin and Sielger (2015) examined the 
relationship between insecure attachment and PTSD symptoms among older adults. The results 
indicated that attachment anxiety was positively correlated with PTSD symptoms of re-
experiencing, avoidance, and hyper-arousal symptoms. Attachment avoidance was also 
correlated with avoidance and hyper-arousal symptoms. In adulthood, attachment anxiety is 
linked to heightened attention to negative emotions and threatening information (Ogle, Rubin, & 
Siegler, 2015). Ogle, Rubin & Siegler (2015) also showed that older adults with higher level of 
attachment anxiety reported stronger physical reactions to memories of their traumas. These 
results demonstrate the importance of understanding and treating attachment difficulties in adults 
who are experiencing PTSD symptoms.  
 Understanding attachment theory and the theoretical explanation of the different 
attachment styles and how those early experiences play a role in an individual’s development, 
creates clinical implications for therapy. Attachment theory suggest that the most important 
TREATING COMPLEX TRAUMA AND SUBSTANCE ABUSE   
	
10	
aspect of therapy is the clinician’s ability to build rapport with the client and the capacity of 
emotional attunement (Wylie & Turner). Being emotionally attuned with a client can be defined 
as providing unconditional positive regard, genuinely understanding the client’s verbal and non-
verbal cues, and providing a corrective emotional experience for the client (Wylie & Turner). 
The role of an attuned parent is to aid in the development of the neurological capacity for the 
child to regulate his/her own emotions (Wylie & Turner). If a child’s parent(s) did not have the 
ability to do this, the child is at risk of growing up with a more difficult time regulating his/her 
emotions.  
When utilizing attachment theory, the clinician is expected to fully experience the client’s 
feelings and emotions. The therapist’s role is not just an “observer of the client’s emotional 
journey or even a disinterested guide, but a fellow traveler; resonating with the client’s sadness, 
anger, and anxiety” (Wylie & Turner). Similar to Person-Centered therapy, it is important for the 
clinician to stay grounded in his/her own world, while simultaneously attuning to the client. 
Attachment theory incorporates the study of neurobiology and how relationships shape neural 
processes and the capacity for emotional regulation throughout life. Throughout therapy, the 
client may learn to tolerate new emotions that he/she couldn’t handle before and learn to become 
more self-regulated. A common reason why individuals use substances is to cope with 
distressing emotions that they are unable to process and work through. Mood-altering substances, 
can play a significant role in altering the neurobiology of one’s brain, making it more difficult 
for the individual to learn self-regulation. 
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Men and Treatment  
Since men are less likely to seek help for mental health treatment, it is important to 
understand what prevents them from seeking treatment and use that information to adapt 
treatments to create a more positive outcome. A significant barrier to seeking treatment is 
internalized stigma that is associated with mental illness (Connor, McKinnon, Ward, Reynolds 
III, & Brown, 2015). Internalized stigma “refers to the devaluation, shame, secrecy, and social 
withdrawal, which are triggered by applying negative stereotypes about mental illness to 
oneself” (Connor, McKinnon, Ward, Reynolds III, & Brown, 2015).  
Self-reliance and emotional control are two male norms that contribute to lower rates of 
seeking help (Syzdek, Green, Lindgren, & Addis, 2016). Syzdek, Green, Lindgren, and Addis 
(2016) suggest a few ways that clinicians can be sensitive to male gender norms, which include: 
presenting mental health concepts that are less egocentric and stigmatizing, using a cognitive-
behavioral and objective approach to explaining concepts like depression, conducting 
psychoeducation about the actual prevalence of internalizing disorders sand men’s rates of help 
seeking, psychoeducation about psychotherapy, and incorporating individual labels for distress 
such as “stress” rather than “depression”.  
Substance Use   
Approximately 7.9 million adults were diagnosed with a co-occurring disorder in 2014 
(SAMHSA, 2016). Twelve to thirty-four percent of individuals receiving treatment for substance 
abuse also have a diagnosis of PTSD (Najavits, 2002). Understanding the reasons why 
individuals who have experienced relational trauma use substances, can be important in 
developing a treatment manual for the co-occurrence of substance use and PTSD.   
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The Betrayal Trauma Theory illustrates why victims of abuse may appear to remain 
unaware of their abuse (Freyd, DePrince, & Gleaves, 2007). This theory suggests three different 
pathways that cause individuals to go from experiencing trauma to problematic substance use. 
The first pathway “suggests that when an individual depends on a perpetrator for material or 
emotional support, it may be adaptive to remain fully or partially unaware of the abuse” (Delker 
& Freyd, 2014). As a result, this unawareness can contribute to difficulty in detecting risk in the 
environment, such as the risk of using substances. This pathway also predicts the likelihood of 
re-victimization in adult relationships (Delker & Freyd, 2014).  The second pathway describes a 
self-destructive ideation that results from abuse by a caregiver. These individuals are more likely 
to internally attribute the betrayal of the person they trusted rather than perceiving the perpetrator 
as at fault. These individuals develop feelings of self-blame and shame and as a result use 
substances to cope. (Delker & Freyd (2014). The last pathway describes individuals using the 
substances to cope with the symptoms of PTSD such as intrusive dreams, anxiety, and 
dissociation.  
Treatments for Trauma 
There are a variety of treatment modalities that are utilized for treating PTSD and 
substance abuse. These treatments include Trauma-Focused Cognitive Behavioral therapy (TF-
CBT), Seeking Safety, and Motivational Interviewing. 
Seeking Safety Treatment Manual  
The Seeking Safety Treatment manual was created primarily for work in a group setting 
and is comprised of 25 different topics. In the Seeking Safety treatment for PTSD and substance 
abuse (Najavits, 2002) exploration of past trauma does not happen. It is a present-focused 
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approach to trauma, rather than digging into the details of the client’s trauma narrative. Najavits’ 
rationale for this is because it is unknown whether it is safe and effective for patients who abuse 
substances. Exposure therapy or reprocessing of trauma can cause high-intensity emotions and 
therefore creates a concern that these individuals will go back to using substances as a way to 
cope with those emotions. There are three stages that comprise certain treatments for PTSD. 
These stages are (1) safety, (2) mourning, and (3) reconnection. Seeking Safety in a group setting 
only addresses Stage 1. However, it should be noted that when Seeking Safety has been used in 
an individual setting over a longer period of time, exposure therapy can be utilized.  
 The 5 principles of Seeking Safety are (1) safety as the priority of the first-stage 
treatment; (2) integrated treatment of PTSD and substance abuse; (3) a focus on the ideals; (4) 
four content areas: cognitive, behavioral, interpersonal, and case management; and (5) attention 
to therapist processes (Najavits, 2002). This treatment is designed to continually address 
substance abuse and PTSD in an integrated manner.  
This treatment includes aspects of CBT which are as follows: it is present and problem 
oriented, it is brief and time limited, it is educational with an emphasis on rehearsal of new skills, 
collaborative, emphasizing patients’ contribution to their own treatment, and involves homework 
or “commitments” (Najavits, 2002). A significant principle of this treatment is the attention to 
therapist processes. These processes include building an alliance; having compassion for client’s 
experiences; using the various coping skills in one’s own life; giving clients control whenever 
possible; and obtaining feedback from client’s about their genuine reactions to treatment 
(Najavits, 2002).  
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Trauma-Focused Cognitive Behavioral Therapy  
Trauma-focused cognitive behavioral therapy is a widely used and effective treatment for 
adolescents and teens that have experienced trauma in their lifetime. The TF-CBT protocol 
includes components to enhance youth resiliency-based coping skills, actively includes 
parents/caregivers in the treatment process, and develops trauma narratives (Cohen, Mannarino, 
& Murray, 2011). TF-CBT primarily helps reduce negative emotions and physical reactions that 
result from Post-Traumatic Stress Disorder. Other improvements include depression, anxiety, 
behavior problems, sexualized behaviors, interpersonal trust, and social competence. 
 Cohen, Mannarino, Kliethermes and Murray (2012), break down the TF-CBT process in 
three different phases. The first phase, Coping Skills, is defined by enhancing the client’s safety, 
establishing a trusting relationship with the client, teaching parents appropriate skills to help their 
child, and teaching the child effective self-regulation skills. The second phase, Trauma 
Narration & Processing, involves listening to the client talk about his/her trauma experiences 
and writing a trauma narrative. In the third phase, Treatment Consolidation and Closure, the 
therapist allows the client to share his/her trauma narrative to a trusting caregiver and works with 
the client to generalize the skills he/she learned in therapy to new environments and new 
individuals. The different tasks involved in TF-CBT that comprise the three phases are 
summarized by the acronym PPRACTICE (see Fig.1).  
P: Psychoeducation/Enhancing Safety 
P: Parenting Skills  
R: Relaxation Skills       
A: Affective Modulation Skills  
C: Cognitive Coping Skills  
T: Trauma Narration and Processing  
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I: In vivo Mastery of Trauma Reminders  
C: Conjoint Child-Parent Sessions  
E: Enhancing Safety 
Fig. 1. TF-CBT coping skills 
Establishing and sustaining a trusting therapeutic alliance is critical when using TF-CBT. 
Youth with complex trauma view most relationships as potentially threatening due to the 
repeated interpersonal trauma they have experienced (Cohen, Mannarino, Kliethermes, & 
Murray, 2012). The number of sessions of TF-CBT has to be modified when working with 
individuals who have experienced complex trauma. The typical number of sessions for TF-CBT 
is 8-16 but when working with complex trauma, there can be up to 30 sessions, depending on 
how regulated the individual is and how fast they learn the essential coping skills (Cohen, 
Mannarino, Kliethermes, & Murray, 2012).  
Trauma narration is a vital part of TF-CBT. Experiencing trauma is typically not a part of 
one’s daily routine; therefore, it seems unreal and difficult to make sense of. Talking and writing 
about trauma allows the client to go over what happened and helps them integrate the events and 
understand his/her reactions to them (Dayton, 2002). Inhibiting one’s feelings and emotions take 
a lot of physical energy. Withholding emotions can increase perspiration and over time cause 
stress to the body and increase the likelihood of illness and other stress related physical and 
psychological problems (Dayton, 2002). Inhibiting emotions also plays a role in one’s thinking 
abilities. Dayton (2002) describes a cycle that James Pennebaker wrote about in his book 
Opening Up: The Healing Power of Expressing Emotions: An individual experiences a traumatic 
event and decides to not talk about the trauma. He/she inhibits his/her emotions connected to the 
trauma. This blocks the opportunity to translate the experience into language, which prevents 
him/her from understanding and assimilating that information into his/her world view. The result 
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is experiencing the trauma through distressing symptoms such as rumination, dreams, negative 
thoughts, and physiological symptoms.   
Another aspect of TF-CBT is “parenting skills”. The therapist’s goal is to teach the 
parents or caregivers of the client healthy ways of dealing with the child or adolescent’s 
behaviors and thoughts. It is important for caregivers to understand the client’s trauma-related 
problems. This includes understanding that the child may not be “bad” but that “bad things 
happened to him/her” (Cohen, Mannarino, Kliethermes, & Murray, 2012). At times, caregivers 
may experience negative cognitions and attitudes towards the client, which are likely to be 
exhibited in negative behaviors (Cohen, Mannarino, Kliethermes, & Murray, 2012). 
Unfortunately, this experience can contribute to a decrease in the client’s trust and safety. Some 
caregivers may not recognize the negative thoughts they have, so it is important for the therapist 
to educate them on it and for the caregivers to become aware of it.   
Once the client and caregiver(s) have mastered the coping skills the next step is to begin 
writing the trauma narrative. Creating a trauma narrative helps clients distinguish between 
historical danger, realistic present danger, and over-generalized trauma reminders (Cohen, 
Mannarino, & Murray, 2011). It is imperative that the client has learned how to regulate his/her 
emotions by the coping skills that were introduced such as distraction, mindfulness, cognitive 
coping skills, and self-awareness skills. Writing and processing a trauma narrative introduces 
new challenges to recently gained regulation skills (Cohen, Mannarino, Kliethermes, & Murray, 
2012) and it is important for the therapist to continue to observe the client and the amount of 
anxiety he/she may be experiencing during the process.  
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The existing research for Trauma-Focused Cognitive Behavioral Therapy largely focuses 
on the use with adolescents and teens. However, when you understand the impact of substance 
use and complex trauma on the developing brain, it makes sense that TF-CBT can also be 
utilized for adults. Exposure to neurotoxins, such as alcohol and drugs may interrupt 
neurodevelopment and associated cognitive and behavioral functioning. Using neuroimaging 
techniques, it was shown that adolescents who were heavy drinkers had smaller hippocampal and 
prefrontal cortex volumes; which are associated with memory and executive functions including 
planning, inhibition, and self-regulation (Wetherill & Tapert, 2012). Adults who are receiving 
treatment for complex trauma and substance abuse exhibit those same limitations that are shown 
in adolescent brains.  
Motivational Interviewing 
Motivational Interviewing is a theory that was developed to address resistance to 
changing health behaviors (Miller and Rollnick, 2002). It is a directive method for enhancing a 
client’s intrinsic motivation to change by exploring and resolving ambivalence (Apodaca & 
Longabaugh, 2009). D’Amico, Houck, Hunter, Miles, Osilla, and Ewing (2015) investigated the 
group process and how it affected client’s change talk. The “Free Talk group sessions” consisted 
of five adolescents who participated in six sessions. A total of 129 adolescent group sessions 
were conducted. Results showed that the facilitators’ open-ended questions and reflections of 
change talk increased the group’s change talk. Peers change talk also had an influence on 
increasing the change talk amongst other peers. This research study shows that during group 
therapy, peers support of change fosters positive outcomes.   
 




This literature review highlights some of the current evidence-based treatments and 
theories that are utilized in treating trauma and substance abuse. Aspects of these treatments and 
theories, Seeking Safety (Najavits, 2002), Trauma-Focused Cognitive Behavioral Therapy, and 
Motivational Interviewing were incorporated in this treatment manual. Future research needs to 
be conducted to ensure that this treatment has positive outcomes for this target population. This 
research would benefit from an experimental trial with a control group to determine its’ efficacy. 
It would be useful to see how this treatment affects a client’s PTSD symptoms and substance 
abuse.  
Complex trauma affects multiple domains of an individual’s life.  It is important to screen 
and assess the client’s needs prior to beginning the treatment to make sure the treatment will be 
beneficial for him/her. Assessment of the client’s history and presenting concerns of the multiple 
domains that are affected is an ongoing process that should happen throughout therapy. 
Obtaining information from a variety of sources can give the therapist the best and clearest 
picture of the presenting problem. Especially when working with individuals who abuse 
substances, talking to family members, mentors, sponsors, friends, and previous counselors is 
extremely important because the client’s may not understand how serious his/her addiction is or 








The purpose of this treatment manual was to create a succinct curriculum that can be 
utilized with adult males who have experienced complex trauma and are in residential treatment 
for substance abuse. This manual is to be used in a group setting as a psycho-educational support 
group with 5 supplemental individual therapy sessions. Substance Use Disorders are chronic 
conditions that often lead to multiple cycles of treatment, periods of abstinence, relapses, and 
criminal activity (Bergman, Hoeppner, Nelson, Slaymaker, & Kelly, 2015). If an individual is 
receiving treatment for substance abuse at a residential facility, it is likely they have multiple 
relapses, periods of sobriety, and multiple tries at treatment. It is important to talk about relapses 
and encourage members to explore triggers and reasons for relapse. 
The targeted population for this treatment manual are adult males. “Adult” is defined as 
an individual with a chronological age of 18 years old and older. Inclusion criteria includes the 
DSM-5 diagnosis of a mild, moderate, or severe Substance Use Disorder, the client receiving 
treatment at a residential facility, preferably planning on being there for 60-90 days, and have 
experienced complex trauma in his lifetime. If clients are experiencing suicidal ideation it is 










Apodaca, T.R., & Longabaugh, R. (2009). Mechanisms of change in motivational interview: A 
review and preliminary evaluation of the evidence. Addiction, 104(5), 705-715. 
doi:10.1111/j.1360-0443.2009.02527.x 
Bergman, B.G., Hoeppner, B.B., Nelson, L.M., Slaymaker, V., & Kelly, J.F. (2015). The effects 
of continuing care on emerging adult outcomes following residential addiction treatment. 
Drug Alcohol Dependency, 153, 207-214. doi:10.1016/j.drugalcdep.2015.05.017 
Brown, D. W., Anda, R. F., Tiemeier, H., Felitti, V. J., Edwards, V. J., Croft, J. B., et al. (2009). 
Adverse childhood experiences and the risk of premature mortality. American Journal of 
Preventive Medicine, 37(5), 389–396. doi:10.1016/j.amepre.2009.06.021. 
Cohen, J.A., Mannarino, A.P., & Murray, L.K. (2011). Trauma-focused CBT for youth who 
experience ongoing traumas. Child Abuse & Neglect, 35, 637-646. 
doi:10.1016/j.chiabu.2011.05.002 
Cohen, J.A., Mannarino, A.P., Kliethermes, M., & Murray, L.A. (2012). Trauma-focused CBT 
for youth with complex trauma. Child Abuse & Neglect, 36, 528-541. Retrieved from 
http://dx.doi.org/10.1016/j.chiabu.2012.03.007 
Connor, K.O., McKinnon, S.A., Ward, C.J., Reynolds, C.F., & Brown, C. (2015). Peer education 
as strategy for reducing internalized stigma among depressed older adults. Psychiatric 
Rehabilitation Journal, 38(2), 186-193. doi:10.1037/prj00000109 
D’Amico, E. J., Houck, J. M., Hunter, S. B., Miles, J. V., Osilla, K. C., & Ewing, B. A. (2015). 
Group motivational interviewing for adolescents: Change talk and alcohol and marijuana 
TREATING COMPLEX TRAUMA AND SUBSTANCE ABUSE   
	
21	
outcomes. Journal of Consulting And Clinical Psychology, 83(1), 68-80. 
doi:10.1037/a0038155 
Delker, B. C., & Freyd, J. J. (2014). From betrayal to the bottle: Investigating possible pathways 
from trauma to problematic substance use. Journal of Traumatic Stress, 27(5), 576-584. 
doi:10.1002/jts.21959 
Freyd, J. J., DePrince, A. P., & Gleaves, D. H. (2007). The state of betrayal trauma theory: Reply 
to McNally. Memory, 15, 295–311. doi:10.1080/09658210701256514 
Lawson, D.M., Davis, D., & Brandon, S. (2013). Treating complex trauma: Critical interventions 
with adults who experienced ongoing trauma in childhood. Psychotherapy, 50(3), 331-
335. doi:10.1037/a0032677 
Lawson, D. M., & Quinn, J. (2013). Complex trauma in children and adolescents: Evidence-
based practice in clinical settings. Journal Of Clinical Psychology, 69(5), 497-509. 
doi:10.1002/jclp.21990 
Najavits, L.M. (2002). Seeking safety: A treatment manual for PTSD and Substance Abuse. New 
York, NY: The Guilford Press.  
Ogle, C.M., Rubin, D.C., & Siegler, I.C. (2015). The relation between insecure attachment and 
posttraumatic stress: Early life versus adulthood traumas. Psychological Trauma: Theory, 
Research, Practice, and Policy, 7(4), 324-332. doi:10.1037/tra0000015 
O’Hare, T., & Sherrer, M. (2013). Lifetime trauma, subjective distress, substance use, and PTSD 
symptoms in people with severe mental illness: Comparisons among four diagnostic 
TREATING COMPLEX TRAUMA AND SUBSTANCE ABUSE   
	
22	
groups. Community Mental Health Journal, 49(6), 728-732. doi:10.1007/s10597-013-
9620-8 
O’Connor, M., & Elklit, A. (2008). Attachment styles, traumatic events, and PTSD: A cross-
sectional investigation of adult attachment and trauma. Attachment & Human 
Development, 10(1), 59-71. doi:10.1080/14616730701868597 
Rosenberg, L. (2011). Addressing trauma in mental health and substance use treatment. The 
Journal of Behavioral Health Services & Research, 38(4), 428-431. doi:10.1007/s11414-
011-9256-9 
Substance Abuse and Mental Health Services Administration (SAMHSA). Mental and substance 
use disorders: Overview. (2016, March 08) Retrieved May 08, 2016 from 
http://www.samhsa.gov/disorders 
Syzdek, M. R., Green, J. D., Lindgren, B. R., & Addis, M. E. (2016). Pilot trial of gender-based 
motivational interviewing for increasing mental health service use in college men. 
Psychotherapy, 53(1), 124-129. doi:10.1037/pst0000043 
Twaite, J. A., & Rodriguez-Srednicki, O. (2004). Childhood sexual and physical abuse and adult 
vulnerability to PTSD: The mediating effects of attachment and dissociation. Journal of 
Child Sexual Abuse: Research, Treatment, & Program Innovations for Victims, 
Survivors, & Offenders, 13(1), 17-38. doi:10.1300/J070v13n01_02 
Wetherill, R., & Tapert, S. F. (2013). Adolescent brain development, substance use, and 
psychotherapeutic change. Psychology of Addictive Behaviors, 27(2), 393-402. 
doi:10.1037/a0029111 
TREATING COMPLEX TRAUMA AND SUBSTANCE ABUSE   
	
23	
Wylie, M.S., & Turner, L. Attachment theory vs. temperament: Treating attachment disorder in 

















TREATING COMPLEX TRAUMA AND SUBSTANCE ABUSE   
	
24	
Treatment for Complex Trauma and 
Substance Abuse 
 








Kristin J. Wilson 
TREATING COMPLEX TRAUMA AND SUBSTANCE ABUSE   
	
25	
Table of Contents 
Table of Contents……………………………………….…………...2 





Session 1 - Assessment and Safety……………………………….6  
Session 2 – Psychoeducation of Trauma …………………………8 
Session 3 -  Cognitive Coping…………………………………..…11  
Session 4 –Emotional Literacy…………………………………….14 
Session 5 - How has using substances affected my life?...........17 
Session 6 – Addiction and Family…………………………………19  
Session 7 – Values, Meaning, and Purpose…………………..…22    
Session 8 –Establishing Recovery Plan………………………….24 
Trauma Narrative Guidelines……..................………………….26 
 
 




The purpose of the group is to address the needs of adult males 
who have experienced complex trauma and have a diagnosis of a 
substance use disorder. This curriculum has been created 
specific to utilizing it in a residential treatment facility. This group 
is a treatment and support group with psychoeducation and 

















This group is comprised of eight 2-hour sessions. The group has 
a maximum of six clients who have a diagnosis of a substance 
use disorder. Clients need to have experienced some type of 
complex trauma in their lifetime and have been struggling with 
symptoms of Post-Traumatic Stress disorder.  
This is a closed-group and members are expected to complete 
the full 8 sessions. If a member leaves the group, new client’s will 
not be allowed to join until the 8 weeks are up.  
Each group session will include a check-in, a specific topic for that 
week, and a personal goal setting for the week. 
Each client will receive a personal journal to utilize throughout 
treatment.  
 
Individual Sessions Format 
Each facilitator will see three of the clients on an individual basis 
during the 8-week period. An individual session will take place the 
first week, after the first group session. Members will also meet 
with the clinician 1:1 during weeks 5, 6, 7, and 8. 
Each client will have the opportunity to identify a family member 
or close friend to share their trauma story with at the end of 
treatment. The counselor will talk with the identified individual and 
brief them on the treatment and expectations. This can be done 
over the phone or in person. 
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Facilitator Considerations  
v Facilitators should be competent in trauma-informed 
care. 
v 2 facilitators are required. Each facilitator will see 3 of the 
group members on an individual basis. 
v Facilitators should be licensed as an LPCC, LMFT, or 
equivalent  
v Facilitators should be a Licensed Alcohol and Drug 
Counselor or equivalent 
v Motivational Interviewing is the recommended theory for 
this group 
v Important to not use client’s full last name while in the 
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Session 1: Assessment and Safety 
Session Goals 
§ Members will understand the amount of sessions that are expected to 
be completed and the format of the group. 
§ Members will have questions and concerns about treatment 
addressed. 
§ Members will comprise a list of group rules to be adhered to.  
 
Materials  
§ Paper Flip chart  
§ Markers  
§ Treatment Agreement    
 
Instruction 
o Facilitator will introduce self and allow clients to introduce themselves 
to the group (up to 5 minutes per member). 
o Facilitator will pass out and read the treatment agreement. 
o Ask members to create a list of group expectations that they would 
like to implement for the next 8 weeks.  
• All members and facilitator should agree on all group 
expectations.  
• Members should each write the group rules on their treatment 
agreement.  
• Members should sign treatment agreement. 
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Treatment Agreement  
 
I will attend all 8 sessions of treatment 
I will maintain confidentiality outside of the group 
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Session 2: Psychoeducation of Trauma 
 
Session Goals 
§ Members will understand what complex trauma is.  
§ Members will understand how trauma affects the brain. 
§ Members will briefly explore how his experiences have played a role 
in his substance use.  
§ Members will learn the skill of grounding. 
§ Members will begin writing the first part of trauma narrative. 
Materials 
§ Trauma Tree Diagram 
§ “What is Grounding” worksheet 
Instruction 
o Check-in (up to 3 minutes per member) 
• Update group on how personal goal went for the week 
o Discuss the definition of complex trauma and Post-Traumatic Stress 
Disorder. 
o Discuss the different areas of the brain and how they are affected by 
trauma and stress.  
o Discuss Grounding. Pass out “What is Grounding” worksheet. 
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What is Grounding? 
“Grounding is a set of simple strategies to detach from emotional pain. It works by 
focusing outward on the world, rather than inward toward self” (Najavits, 2002). 
Grounding anchors you to the present and reality. Many people with trauma/PTSD and 
substance abuse struggle with feeling too much (overwhelming emotion) or too little 
(numb).  
Other words for grounding include: 
• Distraction 
• Centering 
• A Safe Place  
• Healthy Detachment  
Tips on Grounding  
• Grounding can be done any time, any place and no one has to know.  
• Keep your eyes open, scan the room, and turn the light on to stay in touch with 
the present. 
• Grounding is NOT the same as relaxation or mindfulness. Grounding is more 
active and is used for a crisis, or flood of negative emotion.  
Mental Grounding 
o Describe your environment in detail using all your senses. For example, 
“The walls are white, there are five pink chairs…” Describe objects, 
sounds, textures, colors, smells, shapes, numbers, and temperature. 
o Play a categories game. Name to yourself a list of types of dogs, states 
that begin with A, cars, TV shows, sports, songs, etc.  
Physical Grounding 
o Run cool or warm water over your hands 
o Touch various objects around you: a pen, keys, clothing, the table, the 
walls. Compare objects you touch: Is one colder? Lighter? 
o Carry a grounding object in your pocket, a small object that you can touch 
whenever you feel triggered. 
Soothing Grounding  
o Think of your favorite things: color, time of day, animal, holiday, food, 
movie. 
o Picture people you care about. 
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Session 3: Cognitive Coping  
Session Goals 
§ Members will understand how their thoughts, feelings, and behaviors 
are connected.  
§ Members will learn thought-stopping and the cognitive triangle.  
 
Materials 
§ “Cognitive Triangle” Diagram 
§ “Unhelpful Thinking Styles” worksheet 
Instruction 
o Check-in (up to 3 minutes per member) 
• Update group on how personal goal went for the week 
o Discuss “Self-Talk”.  
o Discuss the cognitive triangle.  
• Ask the members for examples of self talk they have engaged 
in and demonstrate how you can reframe those thoughts using 
thought-stopping and the cognitive triangle.   
o Pass out “Unhelpful Thinking Styles” worksheet. Members to discuss 
the unhelpful thinking styles they have previously engaged in.  
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COGNITIVE TRIANGLE DIAGRAM  
KEY POINTS 
" Thoughts affect our feelings, our feelings affect our behaviors, and 
our behaviors affect our thoughts.  
" We have a thought every 2 seconds.  
" Ask yourself, is this thought helpful? Is this thought accurate?  
" If you answer “NO” to at least one of the questions-REFRAME the 
thought! 
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Session 4: Emotional Literacy  
 
Session Goals 
§ Members will identify and learn to cope with a range of emotions.  
§ Members will understand how trauma and substance use play a role 
in emotion regulation.  
 
Materials 
§ Emotion Cards 
 
Instruction 
o Check-in (up to 3 minutes per member) 
• Update group on how personal goal went for the week 
o Discuss primary and secondary emotions.   
o Activity: Shuffle emotion cards. Ask a volunteer member to start. 
That member will pick an emotion card randomly and will act out that 
emotion—using facial expression and behaviors. NO TALKING. The 
member who guesses the emotion keeps the card. Continue to go 
around the circle until all of the emotions are played. The member 
with the most cards wins a piece of candy.  
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Primary and Secondary Emotions 
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Session 5: How Has Using Substances Affected 
My Life? 
Session Goals 
§ Members will understand how using substances affected different 
areas of their life.   
 
Materials 




o Check-in (up to 3 minutes per member) 
• Update group on how personal goal went for the week 
o Pass out “Consequences of Using” worksheet and ask clients to fill 
out worksheet  
o Ask members to discuss their answers to the worksheet.  
o Each member to share his personal goal for the week.  
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Session 6: Addiction and Family  
Session Goals 
§ Members will complete and discuss genogram with facilitator and 
other members 
§ Members will explore how family dynamics played a role in their 
substance use and trauma. 
 
Materials 
§ Blank Paper  
§ Markers and Colored Pencils  
§ Genogram Example  
§ “Codependency Roles” Worksheet 
 
Instruction 
o Check-in (up to 3 min per member) 
o Hand out “Codependency Roles” worksheet and discuss how family 
plays a role in the use of substances  
o Facilitator describes what a genogram is and how to construct one  
o Members create genogram.  
o Members discuss any patterns they discovered in their genograms  
o Each member to share his personal goal for the week.  
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Session 7: Values, Meaning, and Purpose   
 
Session Goals  
§ Members will understand their values. 
§ Members will think about meaning in their life and how they will 
create meaning in the future.  
Materials 
§ Paper Flip Chart 




o Check-in (up to 3 minutes per member) 
• Update group on how personal goal went for the week 
o Discuss values. Ask members to brainstorm a list of different values. 
o Discuss how one decides on their values and what influences one’s 
values. 
o Discuss “meaning” and how one creates meaning in his life.  
o Members will create an “I AM” poster using magazines and art 
utensils.  
o Allow members time to share their creations (see examples on next 
page) 
o Each member to share his personal goal for the week.  
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“I Am” Examples 
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Session 8: Establishing Recovery Plan  
Session Goals  
§ Members will be able to utilize appropriate tools and supports to help 
with their mental health. 
§ Members will establish a recovery plan and share with the group. 
 
Materials 




o Check-in (up to 3 minutes per member) 
• Update group on how personal goal went for the week 
o Allow members to complete “Relapse Prevention Plan” worksheet 
o Ask members to each share their relapse prevention plan with the 
group. Encourage other group members to take notes about others 
ideas.  
o Activity: Each group member will take turns sitting in the middle of 
the group. Each member that makes up the circle will say one good 
thing they enjoy about the person in the “hot seat”.  
• Process with the members how it was giving and receiving 
positive feedback.  
o Discuss what “closure” means to the group members  
• Ask members to share a “take away” from the past 8 weeks of 
group  
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TRAUMA NARRATIVE GUIDELINES 
**USED IN INDIVIDUAL SESSIONS** 
 
The clinical purpose of a trauma tarrative  is exposure and cognitive 
processing. It serves as a method for the client to learn to tolerate 
remembering without significant distress and to arrive at a true and helpful 
way of understanding what the trauma means in their life so that it can be 
put in the past. 
§ Ask the client if he wants you to type the narrative, if he wants you to 
type it, or if he wants to hand write it. Honor his request. 
§ First part of narrative--ask the client to write about himself—who he 
is, what is important to him, what does he like to do, etc. 
§ Next, allow client to pick where to begin writing this part of the 
trauma narrative-his trauma. 
§ Orient the client to remember back to the time they are going to 
talk/write about (e.g., what was the day, how were they feeling, what 
were they thinking, what were they wearing. 
§ Prior to beginning the narrative or adding to the narrative, ask the 
client his anxiety level between 1-10 (1 being no anxiety and 10 being 
high anxiety). It is important that if the client (at any time during the 
process) is above a 7 in anxiety that he stops writing his narrative 
and utilizes his coping skills that he has learned in group.  
§ After each session, client should read the trauma narrative out loud 
to his counselor.  
§ LAST INDIVIDUAL SESSION: The client will read his trauma narrative 
to his family member or close friend. It is IMPORTANT that the 
counselor debriefs the family member prior to meeting with the client.  
